pain rarely appears before 6 years of age and has a reported peak incidence at 10 to 12 years of age.
Females slightly outnumber males. The prevalence among all schoolaged children is approximately 10% to 15%.
The evaluation of these children tends to be frustrating for the physician, the patient, and the patient's parents. Apley's classic studies demonstrated &dquo;organic disease&dquo; & d q u o ; in only 8 of 100 English schoolchildren.l2 Although the investigation was not standardized, Apley's conclusions have dominated pediatric writing through the present era. 1 The most common tests (in 85% to 100%) performed were EEGs, urinalysis, Mantoux test, and chest and plain abdominal radiographs. Radiologic examination of the urinary tract was performed in one third of the children and barium studies of the gastrointestinal tract in only 25%. Follow-up evaluation described in 30 children demonstrated persistent symptoms in two thirds of the patients; one child had a perforated ulcer. Stickler The evaluation was not standardized, but most patients had blood counts and urinalysis. An unspecified number had radiographic examinations performed &dquo;as a part of the psychotherapeutic regimen to alleviate anxiety.&dquo; This and similar studieS6,7 demonstrate that many patients continue to complain of symptoms but do not develop evidence of a progressive organic disease such as Crohn's disease or ulcerative colitis. The conclusion and bias drawn from these studies is that children who complain of recurrent abdominal pain do not have an &dquo;organic cause.&dquo; &dquo;
Other authors have offered case reports of abdominal pain caused by exotic entities. Ureteropelvic junction obstruction as a cause of recurrent abdominal pain was reported by Belman and Flotte.8~9 The usual symptoms suggestive of the diagnosis are the combination of recurrent, episodic abdominal pain and vomiting, at times precipitated by the ingestion of excessive quantities of liquids. Renal ultrasonography during an epi-sode of pain usually establishes the diagnosis. In rare instances, a diuresis-assisted intravenous pyelogram or renal scan may be necessary. More recently, Helicobacter pylori has been implicated as a cause of chronic gastritis and associated with duodenal ulcer disease in children and adults. [21] [22] [23] [24] In the children studied, the frequency of H. pylori infection in children undergoing gastrointestinal endoscopy ranged from 10% to 30%. While nodular gastritis is the most common gross endoscopic finding, many children will demonstrate only histologic evidence of disease. H. pylori infections in children with chronic abdominal pain, however, seem to be an infrequent event. 25 Twenty-four-hour esophageal pH testing has led to the diagnosis of gastroesophageal reflux in many children who were previously undiagnosed by esophagram and even by endoscopy. Ambulatory moni-toring has become a relatively easy procedure in infants and children.
Newer systems allow the patient to record symptoms in the tracing, so that reflux events can be correlated with specific patient complaints. Schmidt and coworkers26 recently reported their experience with routine abdominal ultrasonography in the evaluation for recurrent abdominal pain. As in previous barium studies, the results were not rewarding. As the authors indicate, this is not surprising if one considers the frequency of kidney, gallbladder, and pancreatic disease in childhood. The authors conclude that ultrasonography of the abdomen should be added to a short list of studies appropriate for children with chronic abdominal pain, including complete blood count, sedimentation rate, urinalysis, and culture. The addition is apparently justified in that despite the low diagnostic yield, ultrasonographic evaluation would prevent physicians from requesting other radiologic procedures that have a greater number of potential side effects. In a perfect world, itwould be inappropriate to include a test with little diagnostic usefulness simply to pacify physicians. In the clinic setting, however, where a string of frustrated physicians must communicate with desperate parents who are armed with partial medical knowledge, we think the answer is less clear. All 
